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Abstract
Endoscopic passage of stenotic esophageal cancers can sometimes be difﬁcult and may result in accidental perforation into
the mediastinum. Immediate placement of a fully or partially covered self-expanding metal stent is the treatment of choice
in the majority of cases. This article is part of an expert video encyclopedia.
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Video Related to this Article
Technique
White-light endoscopy and placement of a self-expanding
metal stent (SEMS) under direct endoscopic view.
Materials
• Endoscope: EG-530N; Fujiﬁlm, Tokyo, Japan.
• Stent: Teawong SEMS partially covered, South Korea.
Endoscopic Procedure
Endoscopic passage of stenotic esophageal cancers is often dif-
ﬁcult and might result in complications such as bleeding or
perforation into the mediastinum. Therefore, the endoscope
should be advanced gently without major resistance. In some
cases ultra-slim endoscopes and ﬂuoroscopic guidance can be
helpful. Whenever an iatrogenic perforation of the tumor occurs,
endoscopic gas insufﬂation should be changed from room air to
CO2 gas in order to prevent complications due to mediastinal
emphysema. The perforation should be treated with a fully or
partially covered SEMS. An immediate placement of the stent can
be performed under endoscopic control without the need of
ﬂuoroscopy in any room of the endoscopy suite or even on the
ward or intensive care unit. Ultra-thin endoscopes can be very
helpful in these situations. With a SEMS, both the perforation
and the tumor induced dysphagia can be treated effectively.
Key Learning Points/Tips and Tricks
• Stenotic esophageal tumors should be passed with the
endoscope very carefully.
• In case of a perforation it is advisable to use CO2 insuf-
ﬂation instead of air in order to prevent complications
from mediastinal emphysema.
• SEMS can immediately be inserted under endoscopic view
without ﬂuoroscopy as the treatment choice for perforation
and dysphagia.
Scripted Voiceover
Time (min:sec) Voiceover text
00:00 A 75-year-old male patient was referred with
progressive dysphagia. Here, in the mid part of the
esophagus, we see this malignant stenosis.
00:12 Passage with an ultra-slim endoscope is possible
without applying major pressure.
00:20 However, as you can see here the tip of the endoscope
perforated into the mediastinum.
00:28 After slight withdrawal of the endoscope, the real
esophageal lumen is intubated without further
problems. However, in this situation it is advisable
to switch from room air to CO2 insufﬂation in order
to prevent complications from mediastinal
emphysema.
00:43 To seal the esophageal perforation site we perform
immediate self-expandable metal stent placement.
First, a stiff wire is advanced into the stomach. Then a
partially covered metal stent is advanced over the wire.
Direct visual control with an ultra-slim endoscope,
which is introduced simultaneously via the nasal
route, allows easy stent deployment without any need
for ﬂuoroscopy.
This article is part of an expert video encyclopedia. Click here for the
full Table of Contents.
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01:00 The yellow marking on the stent deployment system
represents the proximal end of the stent. It is
therefore crucial to keep this marking always at a
minimum of 3 cm proximal to the upper end of the
tumor during the deployment maneuver.
01:07 Usually, with an ultra-slim endoscope it is possible to
pass through the just inserted stent without the
danger of stent dislocation.
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